A total number of 400 patients were subjected to various advanced laparoscopic procedures under general anaesthesia after proper convincing and informed consent. All patients were aged between 13-75 years. Out of all patients, 270 were females and 130 were males.
The instrumentation used was the laparoscopy set available in our operation theatre. Stryker HD (1288) was used for most of the procedures.
Veress needle for initial creation of pneumoperitoneum was used. Telescopes-10 mm and 5 mm diameter, both 0° and 30° as per need.
The energy sources used were electrocautery-monopolar, ultrasonic harmonic scalpel (Ethicon), ligasure and enseal. All the advanced laparoscopic procedure done first time in this institute and done by the author only was included.
First camera port was placed in umbilicus followed by working ports to suit the ergonomics for that particular procedure except for retroperitoneal pyelolithotomy. Additional ports were placed as per requirement.
Objective was to assess the following parameters on the procedures performed laparoscopically,  Feasibility  Successful completion  Operative time  Intra-operative difficulty  Conversions  Duration of hospital stay  Complications  To motivate all young surgeons in the field of laparoscopic surgery to enhance their skills and venture into the world of advanced laparoscopic surgery.
RESULTS
All patients were aged between 13-75 years. Out of 400 patients, 270 were females and 130 were males. All procedures were technically feasible with basic laparoscopic instruments. Early ambulation and enteral feed was done within 24 hours in all and within 48 hours in patients who had bowel anastomosis. Postoperative hospital stay was 2-8 days. All appreciated cosmetic scar.
DISCUSSION
Laparoscopic surgery has proven the improved health related outcomes. Around 20 years after first laparoscopic cholecystectomy, other advanced laparoscopic surgery was initiated. Unlike laparoscopic cholecystectomy none has become the gold standard treatment but has emerged as an alternate treatment modality with better cosmesis, early recovery and safe. For performing Single Incision laparoscopic cholecystectomy (SILC), the operative approach was adapted from initial reports describing direct exposure of the peritoneal cavity by a single vertical incision within the umbilicus and sutures to retract the gallbladder. 2, 3 We used only two ports, a 5 mm trocar on the left side of the umbilicus for 5 mm 30° scope and 10 mm port on the right side for working instruments with a fascial bridge in between them. A standard-length, 30°, 5 mm laparoscope was used. This was coupled with a high-definition camera and video tower (Stryker 1288). The surgeon held the camera through the inferior umbilical port and the operative instruments via the superior port.
Of the 252 patients operated, 248 (210 women and 38 men) underwent successful SILC. The remaining four patients needed a rescue port in the epigastric region to complete the procedure. In both cases, the conversion occurred because of poor visualization of Calot's triangle. For the SILC cases, the operative times from the initial incision to closure of the wound ranged from 45 to 105 min. The ages of the patients ranged from 13 to 70 years. Their weights ranged from 30 to 96 kg. All the patients were discharged home the next day then followed up within 2 weeks after discharge. Employed patients returned to work within 2-7 days. There is ongoing debate regarding the management of choledocholithiasis. The advantage of laparoscopic common bile duct (CBD) exploration over ERCP followed by laparoscopic cholecystectomy is that it is a one staged procedure. Laparoscopic CBD exploration is limited by its long learning curve and it is technically demanding. 6 Transcystic CBD exploration has high success rate and low morbidity. 7 But its application is in wide cystic duct to negotiate choledochoscope and small stones in the CBD. However, with use of semi rigid ureteroscope as a choledochoscope or a flexible choledochoscope in transcystic or trans-common bile duct have two advantages; one use of irrigation port and another use of working port for retrieval of stone with use of forceps or dormia. Flexible choledochoscope for CBD stone removal and to check the stone clearance.
Laparoscopic splenectomy has been an obvious alternative to open surgery for non-enlarged spleen. For massive splenomegaly, it is feasible to mobilize and dissect inside the abdomen. But its manipulation and retrieval is cumbersome. 8 High conversion rate and morbidity are reported in literatures. 9 In my case there was conversion to open due to bleeding from hilum.
Laparoscopic nephrectomy has been one of the modalities for treatment non-functioning kidney. 10 In one patient transperitoneal approach was done for huge hydronephrotic nonfunctioning kidney with use of basic laparoscopic instruments.
There were 27 cases of laparoscopic retroperitoneal pyelolithotomy. The first port was inserted through a 10 mm incision made just below the tip of the twelfth rib. The muscles were divided under vision; the dorsolumbar fascia was incised and the retroperitoneal space was entered. Indigenous gloved finger over a 5 mm port was inserted and inflated with saline (approximately 150-200 ml) for retroperitoneal space creation. The balloon was kept inflated for 3-5 minutes to achieve hemostasis. The second 10 mm port was placed in the line of the first port, just above the iliac crest. The third 5 mm port was placed anteriorly, midway between the first two ports, in such a manner that the three ports formed an equilateral triangle. The fourth port was placed as per the need for insertion of DJ stent intraoperatively. We preferred to approach the pelvis of the kidney directly, however in cases where the pelvis was either not easily accessible or there was an aberrant vessel, the upper end of the ureter was exposed and it was traced up to the pelvis. The pelvis was dissected and a pyelotomy incision was made with a hook dissector using monopolar cautery. The Gil-Vernet's plane was dissected wherever necessary, to carry out extended pyelolithotomy.
Dissection, electrocautery and clipping were done with instruments used in basic laparoscopy. Intracorporal knot tying was done where blood vessels were big for clipping. Suturing, if required, was done intracorporeal and bowel anastomosis was completed using Endo GIA staplers. We were lucky to have various energy sources at our disposal like electrocautery-monopolar, ultrasonic harmonic scalpel (Ethicon), ligasure and enseal.
